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Abstract Over one billion children under the age of 18 live in
countries affected by armed conflict. This systematic review
replicates an earlier study, aiming to provide a comprehensive
update of the most current developments in interventions for
children affected by armed conflict. For the period 2009–
2015, a total of 1538 records were collected from PubMed,
PsycINFO, and PILOTS. Twenty-four studies met the inclusion
criteria, and the included interventions involve data from 4858
children. Although the number of publications and level of ev-
idence has improved since the previous review, there is still a
general lack of rigor and clarity in study design and reported
results. Overall, interventions appeared to show promising re-
sults demonstrating mostly moderate effect sizes on mental
health and psychosocial well-being. However, these positive
intervention benefits are often limited to specific subgroups.
There is a need for increased diversification in research focus,
with more attention to interventions that focus at strengthening
community and family support, and to young children, and
improvements in targeting and conceptualizing of interventions.
Keywords Armed conflict . Children . Evidence base .
Systematic review . Violence .War
Introduction
Over one billion children under the age of 18 live in countries
affected by armed conflict [1]. In 2013, 33 armed conflicts
were recorded, with the majority in Africa (39 %), Asia
(39 %), and the Middle East (12 %) [2]. These conflicts take
place principally in Blower and middle-income countries^
(LMIC), where 90 % of the world’s population of children
and adolescents live.
Mental health and psychosocial well-being in settings of
armed conflict are threatened by exposure to violence and
other risk factors for mental health such as increased poverty
and lack of access to basic services for example healthcare,
education, housing, water, and sanitation [3]. In an armed
conflict situation, the population is affected in various ways
and consequently requires different kinds of support.
International consensus guidelines, such as the Inter-Agency
Standing Committee (IASC) guidelines for mental health and
psychosocial support (MHPSS) in emergencies, agree on the
need for a multi-layered system of support that is delivered at
different levels of social and health systems [4]. The frame-
work emphasizes integrating different forms of support, rang-
ing from activities for the population as a whole (for example,
providing general humanitarian support with respect to digni-
ty and in a participatory manner), non-specialized activities
that strengthen protective factors (for example, with a focus
on strengthening informal social supports and existing coping
mechanisms), and programs that address a smaller percentage
of the population displaying significant psychological distress
or mental disorders, for whom more specialized support is
needed [5]. In public health terms, these interventions can be
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divided into promotion (i.e., activities aimed at strengthening
positive aspects of mental health and well-being), prevention
(i.e., activities aimed at making sure mental health problems
do not develop, for example through action on the social de-
terminants of mental health), and treatment (i.e., activities to
reduce symptoms and improve functioning in people with
identified mental disorders) [6].
Despite an increase in efforts to evaluate MHPSS for chil-
dren and adolescents in areas of armed conflict, there remain
important gaps in evidence [7]. A previous systematic review
on psychosocial and mental health interventions for children
in areas of armed conflict was published in 2009. That review
concluded that there is a paucity of rigorous studies. Existing
studies focused predominantly on PTSD as an outcome of
interventions, and outcomes of evaluations were mixed.
Given the time passed since this review, an update is timely
[8]. Such an update may be useful in determining where the
current focus of interventions lies and whether there are
changes in types of interventions that are commonly imple-
mented, as well as their effectiveness. For example, several
authors have called in the past for paradigm shifts in MHPSS
interventions for populations affected by armed conflict [9,
10]. Existing consensus guidelines broadly endorse proposed
shifts away from a single focus on treatment of psychological
symptoms to contextually appropriate multi-layered systems
of support that build on existing resources. However, we pre-
viously did not find such broadening of interest reflected in the
published peer-reviewed literature.
The purpose of this current systematic review is to assess the
evidence of interventions since 2009, providing a current state
of the art overview. The objective is to examine the type and
effectiveness of psychosocial and mental health interventions
for conflict-affected children. All study designs were assessed
in order to broadly summarize the evidence for MHPSS.
Method
Study Selection
The inclusion and exclusion criteria for studies are listed in
detail in Appendix 1. In summary, the review includes all
studies that describe, and evaluate the effect of, psychosocial
and mental health interventions for children affected by armed
conflict in LMIC. The composite term MHPSS is used to
describe any type of local or outside support that aims to
protect or promote psychosocial well-being and/or prevent
or treat mental disorder [4].
Data Sources and Searches
The search was restricted by language, publication status, and
date. The following electronic databases were used: PubMed/
MEDLINE, PsycINFO, and PILOTS from January 1, 2009 to
July 20, 2015. The following search terms were used: (child*
OR adolescent*) AND (war* OR Bcommunity violence^ OR
Barmed conflict^) AND (mental health OR psychosocial)
AND (intervention OR treatment). In addition, bibliographies
of eligible papers were manually examined for relevant cita-
tions our searches missed. The authors of included studies
were contacted in the event of missing data. After conducting
the searches, we first screened all titles and abstracts for meet-
ing inclusion and exclusion criteria outlined above (by HP and
cross-checked by MJ). The remaining papers were fully read
by two authors to check for papers including MHPSS inter-
ventions that assessed an outcome for children affected by
armed conflict in LMIC.
Data Extraction and Risk of Bias Assessment
Data from these selected papers was obtained by using a pre-
viously developed [8] standard data extraction form. The
study characteristics extracted were theoretical framework,
specification of target groups and descriptions of interven-
tions, treatment modalities, methodologies, and outcomes.
The methodological quality of included studies was assessed
by one person using the Cochrane risk of bias tool [11]. Risk
of bias was assessed at both study and outcome levels.
Data Synthesis and Analysis
In accordance with our study aims, we conducted two types of
analysis. First, for an account of intervention descriptions, we
used thematic analysis to summarize themes, with a specific
focus on cultural adaptations. Second, all evaluation studies
reporting quantitative data were categorized into level of evi-
dence (1 = randomized controlled trials, all types; 2 = quasi-
experimental design and controlled studies; 3 = non-
controlled design; 4 = case studies; adapted from Morris)
[12]. Also, interventions were categorized according to the
different levels of the pyramid of the IASC guidelines for
mental health and psychosocial support in emergencies (i.e.,
social considerations in basic services and security, strength-
ening community and family supports, focused non-
specialized support, specialized services) [4]. To summarize
quantitative evaluation studies, Cohen’s d effect size calcula-
tions were used to obtain an indication of strength of interven-
tion benefits and allow for a comparison of the strength of
intervention benefits (or harms) across interventions. Effect
sizes were not adjusted for effects of clustering in cluster ran-
domized trials. Effect sizes were graded as less than 0.30
small, 0.30 to 0.60 moderate, and above 0.60 large [13]. The
validity of the quantitative evaluation studies was assessed
using the Cochrane risk of bias tool [11]. It includes categor-
ical variables 1–7 to quantify selection bias consisting of ran-
dom sequence generation and allocation concealment (1–2,
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respectively), performance bias comprising of blinding of par-
ticipants and personnel (3), detection bias consisting of
blinding of outcome assessment (4), attrition bias detailing
incomplete outcome data (5), reporting bias comprising of
selective reporting (6), and other sources of bias consisting
of uncovered problems (7). These categorical variables were
scored by low risk, high risk, and unclear risk. The methodol-
ogy and results are presented according to the PRISMA state-
ment for reporting systematic reviews [14].
Results
Figure 1 shows the screening and selection procedure for this
review. A total of 1538 records were collected from three
databases. Twenty-four studies met the inclusion criteria.
Four studies used the same data set [15-18]. Table 1 provides
an overview of all included studies.
Delivery and MHPSS Approach1
The collection of publications focuses on armed conflicts in
nine countries, with 46% (n=11) of the studies taking place in
Asia, 46 % (n=11) in Africa, 4 % (n=1) in Europe, and 4 %
(n=1) in a collection of countries. The included 24 publica-
tions identified in peer-reviewed journals had the following
study designs: five individually randomized controlled trials
(RCTs), nine cluster randomized controlled studies, three con-
trolled studies, four non-controlled studies, and three case
studies. One case study summarized results of a collection of
studies and reported high levels of client satisfaction, moder-
ate post-treatment problem reductions, and significant levels
of distress for service providers [19]. It was included in the
analysis but excluded from calculating percentages below.
The included quantitative evaluation studies interventions
involved data being collected with 4858 children, with just
under two thirds (60 %, n=12) using a school as a delivery
platform and over a third (40 %, n=8) implemented in com-
munity settings. The interventions consisted of 30 % (n=6)
MHPSS level 2 activities, 65 % (n=13) level 3, and 5 %
(n=1) level 4 initiatives. A non-specialist (a service provider
who did not receive years of training is specialized care) de-
livered 90 % of these interventions. The duration varied with
55 % (n=11) implemented in 15 sessions or more, 5 % (n=1)
had ten to 14 sessions, 30 % (n=6) less than ten sessions, and
10% (n=2) did not record the number of sessions. Training of
a delivery agent was stated in 95 % (n=19) of interventions.
Eight programs included less than 1 month’s training for the
delivery agent; however, these were for individuals with ex-
tensive prior experience working with the study population.
Three interventions included 3 months of training. Of all pro-
grams, 55 % (n=11) included supervision in order to support
those implementing interventions and ensure fidelity to the
program. There were seven interventions (35 %) that imple-
mented MHPSS regardless of children’s symptoms (univer-
sally), and 13 used a context-sensitive screener (65 %), prin-
cipally for those demonstrating traumatic stress reactions.
The interventions targeted post-traumatic stress symptoms
(PTSS), internalizing symptoms (depression, anxiety), and
behavioral and emotional problems more generally (e.g., con-
duct problems). Eighteen publications (78 %) reported results
on multiple outcome indicators. Of the 11 publications (48 %)
that have PTSS as a primary outcome, ten included multiple
indicators for internalizing symptoms and behavioral and
emotional problems. Two case studies examined potential
mechanisms of effective counseling and were delivered on
an individual basis [20, 21]. Almost all programs were group
based (n=18, 90 %), except for two interventions that includ-
ed both group and individual elements [22••, 23••]. A multi-
level multi-country program that took a public health ap-
proach was reported in eight publications [19-21, 24, 25••,
26-28]. This multi-level multi-country program targeted chil-
dren with elevated psychosocial distress upon primary screen-
ing who were offered a classroom-based intervention. Those
in need of more individualized or specialized care were re-
ferred for counseling and psychiatric care if available. Ten
interventions involved the family or community in any capac-
ity [21, 22••, 23••, 25••, 29-34].
Evidence Base
All publications reported positive promotion, prevention, and
treatment effects on a range of indicators. Eighteen studies
(78 %) reported positive effects on their primary outcomes
[16, 18, 22••, 23••, 25••, 26-35, 36••, 37, 38], and eight
(44 %) of these 18 showed positive impacts on specific sub-
groups [16, 18, 26-28, 30, 31, 36••]. Therefore, only ten pub-
lications (43 %) reported positive overall promotion, preven-
tion, and treatment effects on symptom reduction and im-
proved well-being for their primary outcomes.
Improvements were shown on multiple outcome indicators
for 16 (70 %) studies [15-18, 22••, 23••, 24, 25••, 26-28,
33-35, 37, 38]. Most positive effects were small or moderate
in size, with a few studies reporting large effect sizes. Trauma-
focused cognitive behavioral therapy (TF-CBT) was used to
alleviate distress, for both sexually exploited girls and war-
affected boys in Democratic Republic of the Congo, and dem-
onstrated large effect sizes (d=2.13 to 2.75 [22••], d=0.64 to
2.01 [23••]). A traumatic grief psychotherapy in Palestine re-
sulted in significant improvements in PTSS and depression
symptoms also with large effect sizes (d=0.62–2.38) [38].
1 When calculating percentages of interventions, we have used n= 20 as
four publications report on the same intervention and one case study
reported multiple interventions. For the calculation of percentages of
publications, n= 23 is used, not including the one with multiple results
on multiple interventions.
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Five (22 %) publications identified negative outcomes.
Gender and abduction history interacted to moderate the
effectiveness of group interpersonal psychotherapy (G-
IPT) with a small negative outcome on male non-
abducted subjects in regards to depression [36••]. There
were increased PTSS in the experimental group com-
pared to control, post-intervention in the student media-
tion program in Palestine [37]. A BTeaching Recovery
Technique^ aiming to improve emotion regulation (ER)
and coping abilities actually established that a decrease
in ER was associated with improved mental health and
psychosocial well-being [17]. Gender-specific outcomes
demonstrated that girls had greater reduction in PTSS
in the waitlist control, compared to the experimental
group in a classroom-based intervention in Sri Lanka
[28]. The same intervention implemented in Burundi also
reported negative effects for subgroups of children (de-
pending on age, household composition, exposure, and
displacement), with a better outcome for hope and func-
tioning in the waitlist control compared to the experi-
mental group [27].
Intervention Modalities
Figure 2 outlines the range of intervention modalities mapped
on to the multi-layered approach as advocated by the IASC
guidelines. The most frequently mentioned modalities were
creative expressive, psycho-educational, and cognitive behav-
ioral strategies. Creative expressive approaches emphasized
interactive activities such as drama, music, role-playing, and
drawing. They aim to build better relationships and improve
well-being. Three interventions had a core (as opposed to
1538 Records identified through
database search
641 PubMed
660 PsycINFO
237 PILOTS
1538 Records screened for criteria based
on title/abstract
1459 Records excluded
79 Full text articles assessed for eligibility 
58 Excluded
14 Ineligible population
33 Ineligible intervention
11 Ineligible publication type
21 Articles included
3 Articles included from bibliographies
24 Articles included in systematic review
Fig. 1 Study flowchart
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inclusive) focus on creative expressive activities [29-31]. The
case studies that investigated counseling mechanisms used
face-to-face engagement and supportive strategies centered
on empowering the participant to reduce psychological and
mental health problems [20, 21]. Other publications reported
psycho-education and psychotherapies as strategies to im-
prove the mental health and psychosocial well-being of chil-
dren affected by armed conflict. Psycho-educational activities
were implemented in five studies that focused on resilience,
stress management, and conflict resolution [25••, 32-34, 37].
The psychotherapies targeting specific psychopathology re-
ported: trauma-focused CBT [15-18, 22••, 23••, 35], interper-
sonal psychotherapy [36••], traumatic grief psychotherapy
[38], and combined creative expressive activities with CBT
[24, 26-28].
As can be seen in Fig. 2, there are no interventions in
the dataset that focused on social considerations in basic
humanitarian services and security, and a large majority of
the programs investigated focused non-specialized sup-
port. Most mental health and psychosocial promotion in-
terventions were school based. Only one study focused on
the top level that represents the treatment of subgroups of
children diagnosed with a mental health disorder who re-
quired more focused individualized care. A grief psycho-
therapy in Palestine as reported above aimed to treat those
who were diagnosed with PTSD [38].
Specialised
services
n=1 (5%)
Focused non-specialised 
supports
n=13 (65%) 
Strenghtening community and family 
supports
n=6 (30%)
Social consideraions in basic services and security
n=0 (0%)
Specialised services
Eg, Mental health care by mental health 
specialist (psychologists, psychiatrist, mental 
health nurse etc) 
Intervention delivered:
Traumatic grief psychotherapy (1 
NCCT)38
Focused non-specialised supports
Eg, basic mental health care by primary health-
care doctors, basic emotional support by 
community workers.
Intervention delivered:
School and community based, group 
trauma focused-CBT (3 RCT)22, 23, 
35
Classroom based intervention, 
creative expressive focused-CBT (4 
CRCT)24, 26-28
Group interpersonal psychotherapy 
(1 RCT)36
Reconciliation in education (1 
CCT)32
Psycho-education and management 
strategies for parents (1 CCT)25
Group trauma focused-CBT (1 
CRCT- four publications)15-18
Individual counseling (2 CS)20, 21
Strengthening community and family 
supports
Eg, activating social networks, communal 
traditional supports, supportive child-friendly 
spaces
Interventions delivered:
Communication and resolution in 
education (1 RCT, 1 CRCT, 1 
NCCT)33, 34, 37
Recreational and connectivity 
activities (1 CCT, 2 NCCT)29-31
Fig. 2 Included interventions
mapped onto care framework
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There were also two case studies evaluating treatment
mechanisms of counseling in Burundi and South Sudan
for children in need of individual-level care; however,
counseling was provided by a non-specialist (hence in-
cluded in the focused care level) [20, 21]. Positive results
were associated with an explicit trust formation and dis-
closure, active problem solving, structural trauma-focused
exposure, family involvement, and parental support. Both
studies reported displaying a moralistic attitude in
counseling had a negative impact on a child’s mental
health and psychosocial well-being.
Within Study Bias2
The RCT(s) implemented in the Democratic Republic of
the Congo were the only interventions to have low risk
for both subsections of selection bias [22••, 23••, 33].
High risk and unclear risk of bias for blinding of the
participants and personnel (performance bias) were cod-
ed in 50 % (n= 10) and 40 % (n= 8) of the interven-
tions, respectively. Three publications (15 %) scored
low for risk on blinding of outcome assessment (detec-
tion bias). Incomplete data representing loss to follow-
up was coded as high risk in 45 % (n= 9) and unclear
risk in 15 % (n= 3) of the interventions. Determining
whether statistical results were selectively withheld from
the publication was problematic to establish; conse-
quently, reporting bias was coded as 100 % unclear
risk. Other sources of bias such as contamination of
controls were determined to be 60 % (n= 12) high risk.
Of the possible 140 high, low, and unclear risks of bias
scores, 40 % (n= 56) were unclear and 39 % (n= 55) of
scores were considered as high risk.
Cultural Modifications and Key Themes
With interventions delivered in nine different countries, it is
important to review cultural adaptations. Instrument adapta-
tions by translation and back translation, focus group discus-
sions (FGD), and pilotingwere outlined in 60% (n=12) of the
studies [20, 21, 22••, 23••, 24, 25••, 26-29, 33, 38]. Promotion,
prevention, and treatment approaches were culturally modi-
fied in 40 % (n=8) of the interventions [22••, 23••, 29, 32-35,
36••]. However, few gave detailed accounts of any actual ad-
aptations made. The publications appeared to mainly report
minor changes for instance translation of the manual and small
alterations to session themes, making no changes to the
overall structure of interventions. The interventions detailing
their cultural adaptations such as culturally applicable analo-
gies and examples throughout the modified program manual
had the largest effect sizes of the review [22••, 23••]. Both
were randomized controlled trials.
Although 70 % (n=16) of studies reported specific inter-
vention effects in certain subgroups, only one study tailored
their intervention by splitting groups by age and gender [33].
Fifty-two percent of the publications recommended that future
interventions should apply multi-levelled approaches [15, 17,
20, 22••, 23••, 24, 25••, 26-28, 33, 36••]. Eight studies used
intervention approaches with a focus beyond children’s indi-
vidual symptomology, incorporating community/caregiver as-
pects [21, 22••, 23••, 25••, 29, 30, 32, 33]. The community/
caregiver aspects included helping the elderly, planting trees,
psycho-educational classes for parents, a graduation ceremo-
ny attended by key figures in the community, and the creation
of a community advisory board to assist with implementation.
Feedback on treatment quality and satisfaction were only
ascertained from children in 13 % (n=3) of publications
[30, 31, 35]. The delivery agent’s relationship with the partic-
ipant was described as integral to positive treatment effects in
both publications on mechanisms of counseling [20, 21].
However, only one study gave a rationale for their recruitment
strategy [23••].
Discussion
The results of this systematic review, covering the period
2009–2015, illustrate the current modalities and evidence of
psychosocial and mental health interventions for children af-
fected by armed conflict in LMIC.
Summary
All 24 identified publications reported positive benefits
(i.e., promotion, prevention, or treatment) associated with
evaluated interventions. However, under half (43 %) of
these demonstrated an overall positive impact on their
primary outcomes, and five studies (22 %) displayed neg-
ative effects. Therefore, the interventions may have im-
proved some children’s mental health but undermined
the natural recovery of others. Most mental health and
psychosocial interventions were school based, which as
a group demonstrated mixed results. The evidence sug-
gests that interventions often resulted in specific subgroup
effects. The school-based interventions mainly reported
smaller effect size impacts on symptom reduction of pri-
mary outcomes and more positive effects on secondary
outcomes (mostly not disorder-specific outcomes, for ex-
ample behavioral problem, or protective factors such as
hope and social support). Nine different countries were
2 Four studies used one data set; study bias was recorded from the original
publication [18]; therefore, percentages are based on n = 20 (publication
with multiple interventions excluded).
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included in the review; however, few cultural adaptations
were made. Adapting interventions to the cultural context
may lead to added impact, for example inviting commu-
nity leaders and stakeholders in helping to design pro-
grams, thus being empowered with a voice in the design
of the intervention that will match the communities’ needs
[39]. Although numerous publications detailed moderators
and mediators of MHPSS, children and adolescents were
rarely consulted for their experiences. Effects of individ-
ual counseling for children were moderated by the rela-
tionship the client had with their counselor, the structure
and components of care, and family involvement and
support.
Comparison
This updated systematic review detailed both differences
and similarities to the previous systematic review con-
ducted 5 years prior. There is a greater quantity of inter-
ventions evaluated in the updated review, with 24 studies
identified over a 5-year period compared to a previous 12
studies (for the period 2009 and before). Using the classes
of evidence by Morris that have been adapted, interven-
tions were levels 1 or 2 for 70 % (n = 14) of studies,
where previously it was 42 % (n= 5) [12]. This suggests
an encouraging improvement in evidence for efficacy and
effectiveness of MHPSS for children affected by armed
conflict. The inclusion of stronger study designs assists
in establishing causality between intervention approach
and positive outcomes. However, only two of the current
studies had majority low risk of bias scores; this reduces
the potential validity of reported results from the included
interventions [23••, 33]. Although the level of evidence
from study design appears to have improved, there is still
a lack of rigor for many of the evaluations. The process in
which interventions are implemented also needs greater
description, particularly with regards to cultural adapta-
tion. There is a lack of clarity in reported study design,
implementation, and results.
The results demonstrate moderate effect sizes in a
large majority of the publications and a major focus
on PTSD; this was also the case in the 2009 review.
However, the current review also includes studies with
large effects and most studies also assessed depression
and/or behavioral problems. This may have been the
result of the ongoing debate about interventions that
solely focus on the individual’s conflict exposure and
PTSD symptoms, without also addressing broader risk
and protective systems factors [7, 9, 10]. Per illustra-
tion, in Kabul, war exposure accounted for only 15 %
of the variance in PTSD symptom levels, and in Sri
Lanka, it was 8 %. Similarly, direct exposure accounted
for 2 % of the variance in distress levels in Palestinian
youth and only 1 % of the variance in PTSD symptom
levels was attributable to the violence experienced in
Sudan for Darfurian refugees in Chad [10]. A daily
stressors model to outline these results indicated a need
to incorporate environmental and societal factors when
designing interventions. Multi-levelled interventions that
incorporated a community-based approach were advocat-
ed in the previous review. Although a multi-levelled
care package was included in the current review, few
studies implemented an intervention that aimed to inte-
grate into the existing local health or social systems (a
strategy advocated to promote sustainability [40]).
Multi-level interventions were much more represented
in the current review; however, these publications all
stem from one multi-country program [19-21, 24, 25••,
26-28].
Implications
There are continuing gaps in the literature that explores
effectiveness of mental health and psychosocial support
interventions for children affected by armed conflict.
First, while most of the interventions being implemented
in humanitarian settings are geared towards strengthening
community support (e.g., activating social networks, sup-
portive child-friendly spaces—level 2 in Fig. 2), most
research attention still goes to focused interventions, es-
pecially CBT. More diversification in research focus is
therefore called for. Few publications focus on parents
and families. Given existing evidence of parenting inter-
ventions in high-income setting, and the promising results
from the brief parenting psycho-education intervention in
Burundi [25••], family-oriented interventions should be
further explored. Specifically, as a focus on young chil-
dren (below 6 years of age) is entirely lacking in the
current review. Also, the role of physical activities in in-
terventions may be further explored. Several systematic
reviews have reported an association between physical
activity and improved self-esteem, social interaction, and
lower levels of depression and anxiety for children
[41-43].
Second, although we find that there are overall pos-
itive benefits of evaluated intervention for subgroups of
children, we also identified studies with negative im-
pacts. In our opinion, this calls for better targeting and
improved conceptual development of interventions. The
described interventions often consisted of multiple ele-
ments and often focused on children in settings of
armed conflict broadly. Nevertheless, publications rarely
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outlined how specific intervention elements were aimed
at addressing specific paths of a causal pathway. Few
intervention descriptions described a theory of change
that outlined how interventions may affect different sub-
groups of children, even though interventions were im-
plemented in complex and dynamic environments with
ongoing adversity threatening mental health and well-
being. Similarly, we found that interventions that had
very different goals (ranging from promotion, to preven-
tion, to treatment) often applied the same outcome mea-
sures, rather than select outcome measures that matched
intervention goals. We feel that further sophistication in
tailoring interventions to specific socio-cultural contexts
and conflict settings could help mitigate the negative
effects that were identified in the identified studies.
Limitations
A few limitations of the systematic review methodology
should be noted. The review searched three databases and
only peer-reviewed articles were included, excluding any gray
literature. Primary outcomes were often not stated therefore
they were assigned to categories based on the core interven-
tion focus. Furthermore, publications targeting children and
adults simultaneously were excluded if the majority of the
sample was adult at the time of intervention, yet they still
may yield important findings for the review. For example, a
community-implemented intervention using narrative expo-
sure therapy demonstrated positive results on former child
soldiers even after a 1-year follow-up period [44]. The
Cohen’s d effect sizes are established from a single post-
intervention time point, neglecting natural recovery and base-
line differences between groups. Cohen’s d effect sizes can
therefore be an under- or overestimate of the intervention
effect.
Conclusion
Although the number of publications and level of evidence
have improved, there is still a general lack of rigor and clarity
in study and intervention design and reported results. Some
interventions show promising results demonstrating mostly
moderate effect sizes on mental health and psychosocial
well-being, albeit often for subgroups. CBT-based interven-
tions, and the school as the delivery platform, are the most
commonly reported. There is a need for increased diversifica-
tion in research focus, withmore attention to interventions that
focus at strengthening community and family support, and to
young children, and improvements in targeting and conceptu-
alizing of interventions.
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Appendix 1
Table 2 Inclusion and exclusion criteria for review
Included Excluded
Publication type Date (1 January 2009) to
(20 July 2015)
Only lower and middle-
income countries
(LAMIC)
Only studies reported in
English peer-
reviewed journals
Study design All study designs
Study population Child and adolescent
population affected
by armed conflict
Adult refugees in high-
income countries
(HIC)
Definition mental
health
State of well-being in
which every individ-
ual can cope with the
stresses of life, can
work productively,
and is able to make a
contribution to their
community [45]
Definition of mental
health and
psychosocial
support (MHPSS)
MHPSS is used to
describe any type of
local or outside
support that aims to
protect or promote
psychosocial well-
being and/or prevent
or treat mental disor-
der [4]
Interventions not
evaluated MHPSS
not specific to study
population
Definition of child
and adolescent
A person of age 18 or
below
Definition of armed
conflict
Whenever there is a
resort to armed force
between states or
protracted armed
violence between
governmental
authorities and
organized armed
groups or between
such groups within a
state [46]
Non-war-related
violence
Natural disasters
Outcome Clinical outcomes
Psychosocial outcomes
Curr Psychiatry Rep (2016) 18: 9 Page 13 of 15 9
Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a link
to the Creative Commons license, and indicate if changes were made.
References
Papers of particular interest, published recently, have been
highlighted as:
• Of importance
•• Of major importance
1. United Nations International Children’s Emergency Fund
(UNICEF), United Nations. Office of the Special Representative
of the Secretary-General for Children Armed Conflict. Machel
study 10-year strategic review: children and conflict in a changing
world. New York: UNICEF; 2009.
2. Themner L, Wallensteen P. Armed conflicts, 1946–2013. J Peace
Res. 2014;4(51):541–54.
3. World Bank. Mental health and conflicts: conceptual framework
and approaches. Washington: World Bank; 2005.
4. Inter-Agency Standing Committee (IASC). IASC guidelines on
mental health and psychosocial support in emergency settings.
Geneva; 2007.
5. United Nations. UNHCR’Smental health and psychosocial support
for persons of concern Geneva. The UN refugee agency; 2013.
6. TolWAP, M; Bass, J.K; Galappatti, A; Eaton,W.Mental health and
psychosocial support in humanitarian settings: a public mental
health perspective. Epidemiol Psychiatric Sci. 2015;24(6):484–94.
7. Tol WA, Barbui C, Galappatti A, Silove D, Betancourt TS, Souza
R, et al. Mental health and psychosocial support in humanitarian
settings: linking practice and research. Lancet (London, England).
2011;378(9802):1581–91.
8. Jordans MJD, Tol WA, Komproe IH, De Jong JVTM. Systematic
review of evidence and treatment approaches: psychosocial and
mental health care for children in war. Child Adolesc Mental
Health. 2009;14(1):2–14.
9. Miller KE, Kulkarni M, Kushner H. Beyond trauma-focused psy-
chiatric epidemiology: bridging research and practice with war-
affected populations. Am J Orthopsychiatry. 2006;76(4):409–22.
10. Miller KE, Rasmussen A.War exposure, daily stressors, and mental
health in conflict and post-conflict settings: bridging the divide
between trauma-focused and psychosocial frameworks. Soc Sci
Med. 2010;70(1):7–16.
11. Higgins JPT GS. Cochrane handbook for systematic reviews of
interventions version 5.1.0. www.cochrane-handbook.org.
Cochrane; 2011.
12. Morris J, van Ommeren M, Belfer M, Saxena S, Saraceno B.
Children and the sphere standard on mental and social aspects of
health. Disasters. 2007;31(1):71–90.
13. Cohen J. Statistical power analysis for the behavioural sciences.
2nd ed. Erlbaum: Hillsdale; 1988.
14. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche PC,
Ioannidis JP, et al. The PRISMA statement for reporting systematic
reviews and meta-analyses of studies that evaluate healthcare inter-
ventions: explanation and elaboration. BMJ (Clin Res Ed).
2009;339:b2700.
15. Diab M, Peltonen K, Qouta SR, Palosaari E, Punamaki R-L.
Effectiveness of psychosocial intervention enhancing resilience
among war-affected children and the moderating role of family
factors. Child Abuse Negl. 2015;40:24–35.
16. Diab M, Punamaki R-L, Palosaari E, Qouta SR. Can psychosocial
intervention improve peer and sibling relations among war-affected
children? Impact and mediating analyses in a randomized con-
trolled trial. Soc Dev. 2014;23(2):215–31.
17. Punamaki R-L, Peltonen K, Diab M, Qouta SR. Psychosocial in-
terventions and emotion regulation among war-affected children:
randomized control trial effects. Traumatology. 2014;20(4):241–52.
18. Qouta SR, Palosaari E, Diab M, Punamaki R-L. Intervention effec-
tiveness among war-affected children: a cluster randomized con-
trolled trial on improving mental health. J Trauma Stress.
2012;25(3):288–98.
19. Jordans MJ, Komproe IH, Tol WA, Susanty D, Vallipuram A,
Ntamatumba P, et al. Practice-driven evaluation of a multi-layered
psychosocial care package for children in areas of armed conflict.
Community Ment Health J. 2011;47(3):267–77.
20. Jordans M, Komproe I, Tol W, Nsereko J, de Jong J. Treatment
processes of counseling for children in South Sudan: a multiple
n = 1 design. Community Ment Health J. 2013;49(3):354–67.
21. JordansMJ, Komproe IH, Smallegange E, Ntamatumba P, TolWA,
De Jong JT. Potential treatment mechanisms of counseling for chil-
dren in Burundi: a series of n = 1 studies. Am J Orthopsychiatry.
2012;82(3):338–48.
22.•• McMullen J, O'Callaghan P, Shannon C, Black A, Eakin J. Group
trauma-focused cognitive-behavioural therapy with former child
soldiers and other war-affected boys in the DR Congo: a
randomised controlled trial. J Child Psychol Psychiatry.
2013;54(11):1231–4. Used cultural adaptations throughout the
program and incorported physical activity reporting large ef-
fect sizes.
23.•• O'Callaghan P, McMullen J, Shannon C, Rafferty H, Black A. A
randomized controlled trial of trauma-focused cognitive behavioral
therapy for sexually exploited, war-affected Congolese girls. J Am
Acad Child Adolesc Psychiatry. 2013;52(4):359–69. Delivery
agent had extensive experience working with study population.
Cultural adaptations were made throughout the program and
large effect sizes were reported. A graduation ceremony involv-
ing the family and representatives of civil society allowed for
community acceptance of a stigmatised group.
24. JordansMJ, Komproe IH, TolWA, Kohrt BA, Luitel NP,Macy RD,
et al. Evaluation of a classroom-based psychosocial intervention in
conflict-affected Nepal: a cluster randomized controlled trial. J
Child Psychol Psychiatry. 2010;51(7):818–26.
25.•• Jordans MJ, Tol WA, Ndayisaba A, Komproe IH. A controlled
evaluation of a brief parenting psychoeducation intervention in
Burundi. Soc Psychiatry Psychiatr Epidemiol. 2013;48(11):1851–
9.Demonstrated that a very short parental focused intervention
can have a moderate impact on a child's mental health and
psychosocial well being. Using parents as a delivery agent and
the home as the platform of care is an area which needs further
investigation.
26. Tol WA, Komproe IH, Jordans MJ, Gross AL, Susanty D, Macy
RD, et al. Mediators and moderators of a psychosocial intervention
for children affected by political violence. J Consult Clin Psychol.
2010;78(6):818–28.
27. Tol WA, Komproe IH, Jordans MJ, Ndayisaba A, Ntamutumba P,
Sipsma H, et al. School-based mental health intervention for chil-
dren in war-affected Burundi: a cluster randomized trial. BMC
Med. 2014;12:56.
28. Tol WA, Komproe IH, Jordans MJ, Vallipuram A, Sipsma H,
Sivayokan S, et al. Outcomes and moderators of a preventive
school-based mental health intervention for children affected by
war in Sri Lanka: a cluster randomized trial. World Psychiatry :
Off J World Psychiatric Assoc (WPA). 2012;11(2):114–22.
9 Page 14 of 15 Curr Psychiatry Rep (2016) 18: 9
29. Ager A, Akesson B, Stark L, Flouri E, Okot B, McCollister F, et al.
The impact of the school-based psychosocial structured activities
(PSSA) program on conflict-affected children in Northern Uganda.
J Child Psychol Psychiatry. 2011;52(11):1124–33.
30. Claessens F, Graaff D, Jordans MJ, Boer F, van Yperen T.
Participatory evaluation of psychosocial interventions for children:
a pilot study in Northern Uganda. Int JMental Health, Psychosocial
Work Couns Area Armed Conflict. 2012;1(10):43–58.
31. Eiling E, Van Diggele-Holtland M, Van Yperen T, Boer F.
Psychosocial support for children in the Republic of South
Sudan: an evaluation outcome. Interv: J Mental Health
Psychosocial Support Conflict Affected Area. 2014;12(1):61–75.
32. Hasanovic M, Srabovic S, Rasidovic M, Sehovic M,
Hasanbasic E, Husanovic J, et al. Psychosocial assistance to
students with posttraumatic stress disorder in primary and sec-
ondary schools in post-war Bosnia Herzegovina. Psychiatr
Danub. 2009;21(4):463–73.
33. O'Callaghan P, Branham L, Shannon C, Betancourt TS, Dempster
M, McMullen J. A pilot study of a family focused, psychosocial
intervention with war-exposed youth at risk of attack and abduction
in north-eastern Democratic Republic of Congo. Child Abuse Negl.
2014;38(7):1197–207.
34. Thabet AA, Tawahina B, Vostanis P. Effectiveness of student me-
diation program to decrease behavioural and emotional problems in
Palestinian children affected by war and trauma in the Gaza strip.
Arabpsynet E Journal. 2009;24(1):50–5.
35. Barron I. Randomized control trial of a CBT trauma recovery pro-
gram in Palestinian schools. J Loss Trauma. 2013;18(4):306–21.
This design took a mixed-methods approach where the chil-
dren’s experience of the intervention was a core focus of the
publication. Aiding in the future design of programs for chil-
dren affected by armed conflict.
36.•• Betancourt TS, Newnham EA, Brennan RT, Verdeli H, Borisova I,
Neugebauer R, et al. Moderators of treatment effectiveness for war-
affected youth with depression in northern Uganda. J Adolesc
Health: Off Publ Soc Adolesc Med. 2012;51(6):544–50.
Reported large effect sizes on specific subgroups. However the
intervention also demonstrated a negative effect on male non-
abducted subjects. Therefore the intervention improved some
childrens mental health but undermined natural recovery of
others. This demonstrates the need for tailored interventions.
37. Peltonen K, Qouta S, El Sarraj E, Punamaki R-L. Effectiveness of
school-based intervention in enhancing mental health and social
functioning among war-affected children. Traumatology.
2012;18(4):37–46.
38. Staples JK, Abdel Atti JA, Gordon JS. Mind-body skills groups for
posttraumatic stress disorder and depression symptoms in
Palestinian children and adolescents in Gaza. Int J Stress Manag.
2011;18(3):246–62.
39. Castro FG, Barrera Jr M,Martinez Jr CR. The cultural adaptation of
prevention interventions: resolving tensions between fidelity and
fit. Prev Sci: Off J Soc Prev Res. 2004;5(1):41–5.
40. Sachs JD, McArthur JW. The millennium project: a plan for meet-
ing the millennium development goals. Lancet (London, England).
2005;365(9456):347–53.
41. Biddle SJ, Asare M. Physical activity and mental health in children
and adolescents: a review of reviews. Br J Sports Med.
2011;45(11):886–95.
42. Eime RM, Young JA, Harvey JT, Charity MJ, Payne WR. A sys-
tematic review of the psychological and social benefits of partici-
pation in sport for children and adolescents: informing development
of a conceptual model of health through sport. Intern J Behav Nut
Physical Act. 2013;10:98.
43. Ekeland E, Heian F, Hagen K, Coren E. Can exercise improve self
esteem in children and young people? A systematic review of
randomised controlled trials. Br J Sports Med. 2005;39(11):792.
44. Ertl V, Pfeiffer A, Schauer E, Elbert T, Neuner F. Community-
implemented trauma therapy for former child soldiers in Northern
Uganda: a randomized controlled trial. Jama. 2011;306(5):503–12.
45. International Law Association (ILA). The Hague Conference. Use
of force. Netherlands; 2010.
46. World Health Organization. Promoting mental health: concepts,
emerging evidence, practice: report of the World Health
Organization, Department of Mental Health and Substance Abuse
in collaboration with the Victorian Health Promotion Foundation
and the University of Melbourne Geneva; 2005.
Curr Psychiatry Rep (2016) 18: 9 Page 15 of 15 9
